Aim: Mental-health-related stigma affects helpseeking behavior and service utilization among young people. Whether mental-health-related stigma is different or correlated between parents and their children is unknown. It is also unknown whether the name change of schizophrenia in 2002 has had long-term effects on reducing stigma for adults in the general population.
S
TIGMA TOWARD MENTAL illness among the general public considerably reduces help-seeking behavior and mental health service utilization. [1] [2] [3] [4] Approximately 20% of the population experience mental illness in their lifetime, 5, 6 and three-quarters of people with mental illness experience their first episode by the age of 24. 5, 6 Therefore, help-seeking behavior in young people should be promoted. Communicating and disclosing psychological conditions to family members is an important initial step to early support for young people. 1, 7, 8 Therefore, reducing mental-health-related stigma among family members is also a key strategy in tackling deterrents to help-seeking behavior.
Several studies have investigated mental-healthrelated stigma among family members. A large crosssectional survey of children and their parents reported shared negative stereotypes of mental illness within families. 9 In this survey, parents were more likely to respond toward help-seeking behaviors in vignettes with mental illness compared to their children. 10 On the other hand, it is still common for people to feel that a family member's mental health problems should be kept hidden or for blame to be placed on other family members. 11 However, health education received in schools and the community was substantially different between parents and their children. 3, 12 The quality and quantity of information about mental health available in the mass media, and the existence of the Internet have also created differences in mental-health-related stigma between parents and their children. 13, 14 An appropriate educational curriculum and information for young people and their parents could decrease stereotypes and prejudices toward mental illness, promote disclosure of psychological conditions, and encourage people to seek help for their mental health problems from their family members. Therefore, the extent to which mental-health-related stigma differs and correlates between parents and their children, and comparisons with physical illness may be informative. However, to the best of our knowledge, this has not yet been investigated.
Another potentially effective strategy to reduce stigma is to change the name of a mental illness. In Japan, the name of schizophrenia was changed in 2002. It was changed from Seishin-Bunretsu-Byo (mind-split disease) to Togo-Shitcho-Sho (integration disorder). 15 Although the new name may not fully reflect the symptomatic and biological basis of the disorder, 16 several studies have reported that the name change has reduced stigma by creating realistic optimism among patients and their family members. 15, [17] [18] [19] [20] This pioneering approach led to a name change for dementia in Japan, from Chiho (idiocy and stupidity) to Ninchi-sho (cognition disorder) in 2004. Today, the move to change the name of schizophrenia has spread to other Asian countries, 21, 22 and several new names have been proposed for 'schizophrenia.' [23] [24] [25] We recently reported that among young adults who had been about 12 years old at the time of the name change, only 42% knew the old name for schizophrenia, while 58% knew the new name. 18 Another study of young adults who had been 8 years old at the time of the name change reported that 41% recognized the new and old names for schizophrenia as the same condition. These individuals also showed greater stigma toward the new name for schizophrenia compared with those who did not recognize both names. 26 These results suggest that the name change of schizophrenia can reduce stigma in the long term, partly because young people do not associate the old misconceptions and stigma towards schizophrenia with the new name. However, there are few existing studies exploring whether this applies to parents who had already reached adulthood at the time of the name change.
In the present study, we aimed to investigate differences in mental-health-related stigma between parents (mostly mothers) and their children, and any correlations between these groups. We compared mental-health-related stigma between children and their parents, and also compared the childparent difference between mental and physical illnesses. Then, we tested a hypothesis that there would be a higher correlation between parents and their children in stigma toward mental illness than in stigma toward physical illness. Given our previous findings, 26 we also explored whether recognition that the old and new names for schizophrenia denote the same condition affects stigma toward schizophrenia. We hypothesized that there would be less stigma toward schizophrenia among parents who recognized the old and new names of schizophrenia as different conditions compared with those who recognized them as the same condition.
METHODS

Participants
The participants in this study were recruited from a randomized controlled trial investigating the efficacy of repeated filmed social contact on reducing mental-illness-related stigma in young adults (trial number: UMIN000012239; Koike et al., under review). The trial recruited 259 students from 20 universities and colleges in Tokyo via an authorized job recruitment board, without providing any information about the mental-health-related survey or trial. We excluded those who had not graduated from both junior high school and high school in Japan and those who did not plan to be students in Japan in the following year. We also excluded students in third year or higher in the departments of medicine or psychology at the time of registration to avoid the influence of psychiatry-and psychology-related knowledge on survey responses. In this study, we used baseline survey data obtained in a room in a university on 1 day between November 2013 and July 2014.
Of the 259 participants, 160 (61.8%) agreed to send a questionnaire to their parents between May and September 2015. Responses were acquired from 143 parents (55.2%) and thus data of 286 subjects comprised of 143 child-parent pairs were subject to further analysis (Table 1) . Parent respondents were mostly mothers (n = 135, 94.4%). In regards to demographic characteristics or mental-health-related stigma, the respondents whose parents did participate in this study did not differ from those whose parents did not (P > 0.05).
Ethical approval was obtained from the Research Ethics Committee at the Office for Life Science Research Ethics and Safety, The University of Tokyo Bold indicates significance (P < 0.05). † Group differences were tested using paired t-tests for continuous variables, using the McNemar test for categorical variables, and using repeated measures analysis of variance for the MIDUS-Social Recognition and OS. ‡ Parental educational attainment levels were assessed using a 7-point Likert scale: 1 = primary school; 2 = junior high school; 3 = high school but left before graduation; 4 = graduated high school; 5 = vocational school or 2-year college; 6 = 4-year college or university; and 7 = postgraduate college (or more). 
Measures
All surveys were conducted using anonymous, selfadministered questionnaires. The questionnaire for children and parents comprised mental-healthrelated experiences, the Japanese version of the Reported and Intended Behaviour Scale (RIBS-J), the Mental Illness and Disorder Understanding Scale (MIDUS), the Japanese version of the Social Distance Scale (SDSJ), the Omnibus Survey (OS), and questions about respondents' recognition of the name changes of schizophrenia and dementia, respectively. The questionnaire for parents also included demographic variables and frequency of meeting with their son/daughter.
Mental-health-related experiences
The questionnaire contained three dichotomous questions regarding participants' mental-healthrelated experiences. They were asked about their own experiences of mental health problems ('Have you ever had any mental health problem yourself?'), their experience of mental-health-related lectures ('Have you ever attended any lecture or course related to mental health?'), and their exposure to this issue through the media ('Have you ever watched a television program or read an article in the newspaper or on the Internet about those who have mental health problems?').
RIBS-J
The RIBS-J consists of four binary items rated on a 5-point Likert scale assessing past experiences with people with mental health problems (RIBS past, range 0-4; higher scores represent more social contact) and four items about future behavioral intentions (RIBS future, range 4-20; higher scores indicate a more positive intention, such as 'In the future, I would be willing to live with someone with a mental health problem'). 27 Both the original and Japanese versions have good validity and reliability. 27, 28 
MIDUS
The MIDUS consists of 15 items exploring feasible knowledge of mental illness, which is based on current research evidence. The MIDUS was originally developed and validated in Japan. It is rated on a 5-point Likert scale (range, 0-60; higher scores represent less feasible knowledge of mental illness). 29 The MIDUS measures knowledge about: treatability of illness (e.g., 'Mental illness is treatable'), efficacy of medication (e.g., 'Medication is effective in improving symptoms'), and social recognition of illness (e.g., 'Mental illnesses are very common').
SDSJ
The SDSJ was developed from the original, validated, 8-item questionnaire measuring negative attitudes toward schizophrenia. 30 It comprises five items rated on a 4-point Likert scale (range 0-15; higher scores represent stronger desire for social distance, such as 'It is best not to associate with a person with schizophrenia who has been in a mental hospital').
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OS
The Office for National Statistics in the UK carried out a mental illness and addiction stigma campaign, which was conducted between 1998 and 2003, on behalf of the Royal College of Psychiatrists. 32 The Japanese version of the OS has been validated and consists of seven items rated on a 5-point Likert scale covering negative and stereotypical knowledge about schizophrenia and depressive disorder (range 7-35; higher scores represent fewer negative stereotypes, such as 'Patients with schizophrenia are a danger to others'). 26 We conducted the OS for both the old and new names of schizophrenia and depressive disorder, as well as for diabetes mellitus as a physical illness comparison. 14, 20, 26 Recognition of old and new names as the same condition We asked the participants to identify the old and new names for schizophrenia and dementia (SeishinBunretsu-Byo and Togo-Shitcho-Sho, and Chiho and Ninchi-sho, respectively) among 10 names for mental and physical illnesses and conditions (including bipolar disorder, depression, mental retardation, diabetes mellitus, hyperprolactinemia, and hypertension). 26 The two correct pairs were the accurate new and old name pairs for schizophrenia and dementia.
Demographic variables
Parental education attainment levels were assessed using a 7-point Likert scale: 1 = primary school; 2 = junior high school; 3 = high school but left before graduation; 4 = graduated high school; 5 = vocational school or 2-year college; 6 = 4-year college or university; and 7 = postgraduate college (or more). Family income was reported using a 6-point Likert scale: 1 = <2 million JPY; 2 = 2-5 million JPY; 3 = 5-8 million JPY; 4 = 8-10 million JPY; 5 = 10-15 million JPY; and 6 =15 million JPY or more per year. Frequency of meeting with the son/daughter was assessed using four responses: daily, weekly, monthly, and less than once a month.
Statistical analysis
For the OS scores, we employed a two-way repeated measures analysis of variance (ANOVA) using 'Name' (old name of schizophrenia/new name of schizophrenia/depression/diabetes mellitus) and 'Group' (parent/child) as within-subjects factors. We conducted post-hoc Bonferroni tests and obtained effect sizes (Cohen's d) for the difference between children and their parents for each disease.
Correlations between demographic variables and stigma levels, and between responses of parents and their children for each stigma scale were tested using Pearson correlation coefficients. Correlation between stigma levels in parents and their children might be affected by how often parents meet their children. Therefore, we confirmed significant correlations using partial correlation coefficients controlling for frequency of meeting. Differences in stigma levels between those with past experience of mental illness and those who have no such experience were tested using t-tests.
To explore differences in OS between those who recognize old and new names as the same condition and those who do not, we employed a two-way repeated measures ANOVA using 'Name' (old name of schizophrenia/new name of schizophrenia) as a within-subject factor, and 'Answer' (correct/incorrect) as a between-subject factor.
All analyses were carried out using SPSS 23.0 (IBM Corp., Armonk, NY, USA).
RESULTS
Demographic characteristics are shown in Table 1 . Mann-Whitney U-tests showed that mothers had no difference in age or any stigma scale scores compared to fathers (P > 0.05).
Differences in stigma between parents and their children
Parents were less likely to have attended mentalhealth-related lectures than their children (29.6% vs 59.3%, χ 2 = 19.0, P < 0.001, Parents had lower MIDUS scores (P = 0.002, Cohen's d = 0.33) and higher SDSJ scores (P < 0.001, d = 0.58) than their children. For OS, a significant main effect of 'Name' (F[3, 399] = 510, P < 0.001) and 'Group' × 'Name' interaction (F[3, 399] = 6.8, P < 0.001) was evident, but there was no significant main effect of 'Group' (F[1, 399] = 3.6, P = 0.60). Post-hoc analysis showed that parents endorsed fewer negative stereotypes compared with their children for depression and diabetes mellitus only (Table 1) . Overall, parents exhibited more feasible knowledge of mental illness, and more negative stereotypes toward depressive disorder and diabetes mellitus compared with their children, but greater social distance from schizophrenia.
Correlations between stigma of parents and their children
MIDUS and SDSJ scores were significantly correlated between parents and their children (r = 0.28, P < 0.001; r = 0.20, P = 0.018, respectively; Table 2 ). OS scores of parents and children for both names of schizophrenia were also significantly correlated (old name: r = 0.26, P = 0.002; new name: r = 0.18, P = 0.036). When controlling for frequency of meeting between parents and children, these correlations remained significant in the scores on the MIDUS (r = 0.29, P = 0.002), SDSJ (r = 0.21, P = 0.020), and OS for the old name (r = 0.23, P = 0.009).
Recognition of old and new names of schizophrenia and stigma levels toward those names
The rate of correct responses for the old and new names for schizophrenia was significantly higher in parents than in their children (64.7% vs 41.4%, For OS scores, parents showed a significant main effect of 'Name' (F[1, 137] = 68.4, P < 0.001) and a 'Name' × 'Answer' interaction (F[1, 137] = 17.9, P < 0.001). However, there was no significant main effect of 'Answer' (F[1, 137] = 0.6, P = 0.46). Posthoc analysis showed that those responding incorrectly had greater differences between OS scores for old and new names of schizophrenia than those responding correctly (d = 0.22 vs 0.57), and had significantly higher scores (less stigma) for the new name (P = 0.049, Fig. 1 ).
As reported in our previous study, 26 the child group showed a significant main effect of 'Name' (F[1, 139] = 6.0, P = 0.015) and a 'Name' × ' Answer' interaction (F[1, 139] = 4.1, P = 0.046). However, 'Answer' did not have a significant effect (F[1, 139] = 0.7, P = 0.42). Similar to the parents, the child participants who had incorrectly responded to name pairs had greater differences between OS scores for old and new names of schizophrenia compared with those who responded correctly (Fig. 1) . 
Demographic variables and stigma
Past experiences and stigma
For parents, those with experience attending mentalhealth-related lectures had lower MIDUS scores compared with those who did not (more feasible 
DISCUSSION
To the best of our knowledge, this is the first study to show the differences and associations in mentalhealth-related stigma between parents and their children. The results show that parents, mostly mothers, had lower levels of stigma toward mental illness and diabetes mellitus compared with their children, but a greater social distance from schizophrenia. Mentalhealth-related stigma levels in parents and their children were correlated, and were associated with their experiences of people with mental illness. With regard to the name change for schizophrenia in Japan, parents were more likely to recognize the old and new names for schizophrenia as the same condition. This recognition affected stigma toward schizophrenia, such that parents who did not recognize the name change endorsed fewer negative stereotypes toward the new name for schizophrenia compared with those who recognized the name change, as shown in our previous study of their children. 26 Parents had more feasible knowledge about mental illness and endorsed fewer negative stereotypes about depression and diabetes mellitus compared with their children. Parents had more direct experience of people with mental illness compared with their children. Since social contact is suggested to be an effective intervention for reducing stigma, 33, 34 it is expected that parents would have less stigma toward people who suffer from mental illnesses.
On the contrary, parents expressed similar or greater stigma toward schizophrenia, and the greatest difference between parents and children was for social distance from schizophrenia. It is possible that this trend is owing to changes in the education system and the social context of mental illness, particularly schizophrenia, that have occurred in Japan between when the parents were born (1960s) and when their children were born (1990s). Up until the 1970s, curriculum guidelines for health and physical education in Japanese junior high and high schools included stigmatizing information about people with psychosis. 12 For example, a health and physical education textbook published in 1970 suggests 'In order to prevent inheriting especially malignant genetic disorders, mothers who have genetic disorders such as schizophrenia and bipolar disorder can abort the pregnancy by Eugenic Protection Act.' 12 After the 1980s, these stigmatizing descriptions were removed from curriculum guidelines and authorized textbooks because of criticism from family organizations for mental illness. There have also been changes in the social context of and attitudes toward mental illness. The number of available psychiatric beds in Japan increased 2.8-fold from 1960 to 1980 (from 9.6 to 26.4 per 10 000 people). 35 This increase was based on perceived public need and the misunderstanding that people with schizophrenia should be detained in hospital long term. This may increase stigma toward schizophrenia in parents compared with their children.
We found the unexpected results that children's past experiences were correlated with more feasible knowledge in children but stronger social distance for schizophrenia in their parents. Although we had no measure in the type and degree of past experiences with people with mental health problems, a family's past experiences could alter the effect on stigma between children and their parents. For example, if family members have experience with neighbors and friends with schizophrenia as measured using the RIBS past scale, 27 the impression of the parents toward them could differ from those of their children because of the difference in their roles and positions as well as background information toward schizophrenia as discussed above. Social contact in the community may sometimes increase stigma. 36 In 2011, the Japanese educational curriculum for health and physical education again began to provide information about mental health and stress coping. 18 Furthermore, an early support system for young © 2016 The Authors Psychiatry and Clinical Neurosciences © 2016 Japanese Society of Psychiatry and Neurology people with mental illness has been gradually introduced into Japanese school settings. For example, psychologists and social workers have been assigned to each school, to deal with students' mental health problems. In addition to the these changes, effective interventions for the parents of young people with mental illness are also needed to aid communication about mental health in families. This could facilitate the provision of early support, reduce stigma, and improve the mental health of young people.
Two-thirds of parents recognized the old and new names of schizophrenia as the same condition, which was similar to previous web-based surveys in 2009 and 2012 in Japan. 17 Parents were more likely to recognize this compared with their children. Reports of schizophrenia in the mass media used both names for just 2 years after 2002, 14 and so the recognition rates are reasonable for both groups. As shown in our previous study, 26 parents who did not recognize the name change also endorsed fewer negative stereotypes of the new name for schizophrenia compared with those who did. These results suggest that the name change also reduced stigma toward schizophrenia in adults. The old name itself (mindsplit disease), along with educational curriculum and the social context (as discussed above), could stereotype schizophrenia as a negative and pessimistic condition. Knowledge of the name change for schizophrenia might therefore be expected to lessen the effect of the name change. Mental health lectures for the general public might take into consideration the present findings.
Our investigation suggested, however, little effect of the name change on newspaper articles.
14 Indeed, more than 20% of words used in newspaper articles including the new name of schizophrenia were still related to criminality and violence. The effect of interactions between mass media reporting and name changes on stigma should be considered over a longer period.
Several limitations should be considered when interpreting our results. First, although this survey was conducted with general university students and did not provide any information about mental illness, the participants lived in urban areas and had higher intelligence and socioeconomic status compared with general young adults, which could have affected their responses. In addition, parental educational attainment may influence both responses from parents, as well as their children. Second, most of the parental respondents were mothers. Women are more likely to hold more positive attitudes towards people with mental health problems. 11, 37 Therefore, the differences and correlations between parents and their children might be different if considering responses from fathers. Third, parents who met with their children every day had more experience with people with mental illness compared with those who met less often. Child participants responded to this survey 1 year before their parents did and some of these had received interventions to reduce mental-illness-related stigma in the randomized controlled trial. As such, children may have told their parents about the information they had received, which could have influenced the present findings. Partial correlation suggested little effect of frequency of meeting on the correlation between stigma in parents and their children. How often university students meet with their parents is considerably influenced by the location of the family home in Japan. Therefore, whether people lived in urban or rural areas might have influenced stigma. 38 In conclusion, parents showed lower stigma levels toward mental illness and diabetes mellitus but greater stigma levels toward schizophrenia than their children. Significant associations between parents and their children were evident only for mental-healthrelated stigma, suggesting that stigma for mental illness, especially for schizophrenia, could be shared within families. Interventions to reduce stigma involving family members, such as conveying accurate information of mental illness and practicing group discussion, should therefore be considered. The name change of schizophrenia could also be an effective way to reduce stigma for a wide age-range of adults.
